Acute rises in intracranial pressure (ICP) can be life-threatening at any age and can also result in compromised cerebral perfusion pressure (CPP) which can lead to ischaemic brain damage. Monitoring and aggressive treatment may significantly improve prognosis for children with those illnesses in which this complication occurs. In paediatric practice, these include the encephalopathies such as Reye's syndrome (Pizzi et al. 1976 , Mickell et al. 1977 , Venes et al. 1978 , hypoxic cerebral insult (Goitein et al. 1983 ), intracranial haemorrhage, head injury (Bruce et al. 1976) , hydrocephalus, cerebral tumours and some post-neurosurgical conditions. ICP is dependent on a number of factors, the most important being mean arterial blood pressure but also including arterial carbon dioxide tension, overall level of hydration, satisfactory cerebrospinal fluid (CSF) circulation and an intact brainstem with functioning cerebrovascular reflexes. The mean ICP in infants and children is similar to that in adults (Lancet 1984) and varies naturally from 0 to -2 mmHg up to +12 to + 15 mmHg; it rises transiently during natural reflex manoeuvres such as coughing, sneezing or crying, but seldom exceeds + 20 to 25 mmHg at these times. In the newborn, ICP levels appear to be less variable and conditions such as meningitis (McMenamin & Volpe 1984) and hydrocephalus (Hill & Volpe 1981) , which produce changes in infancy and childhood, may not always do so in this age group.
During acute illness resulting in cerebral stress, the two main determinants of CPP are mean arterial blood pressure and ICP. CPP is the difference between the two, and may thus be acutely compromised by a rise in mean ICP, a fall in mean blood pressure or lesser changes in both. In order to assess CPP, it is necessary to measure both ICP and blood pressure simultaneously on a continuous basis. Such measurements usually have to be continued over a period of several days until the acute phase of the illness is past.
ICP can be measured in infants and children in a number of different ways. The most accurate, but most invasive, is via an indwelling intraventricular catheter (McWilliam & Stephenson 1984) . This type of measurement has the potential disad-'Arising from presentation to Section of Paediatrics, 25
November 1983 vantages of trauma 'to 2NsbrratUisue, p6ssible intracerebral haemorrhage a introdiction of infection, especially if used over prolonged periods (Rosner & Becker 1976) ; it does, however, allow fluid to be removed directly from the ventricles during acute spikes of pressure. The second technique involves subarachnoid (Levine & Evans 1983) or subdural (Goiten et al. 1983 ) measurement by a directly placed' catheter, pressure transducer or screw device (Mendelow et al. 1983 ). This is currently the most favoured technique in paediatric practice and, while still invasive, it carries a lower risk of infection but a greater risk of CSF leak than intraventricular cannulation. In vivo, zeroing can also be a problem; the more recently developed pressure transducers allow for a re-zero even while in situ. These techniques may, however, under-read at high levels of ICP outside the normal physiological range (Mendelow et al. 1983) , and they are also susceptible to damping due to local tissue reaction around the catheter tip. The placement of the relatively larger transducers in children requires a small burr hole to be made in the skull in the operating theatre as it must be undertaken with full aseptic precautions. It would, however, be ideal to perform this procedure in the intensive care unit, since moving the acutely ill patient with labile ICP to theatre may further compromise his condition.
ICP may also be measured extradurally by a screw-in catheter or via an external sensor placed over the anterior fontanelle in infants (Hill & Volpe 1981) . These devices have the disadvantage of signal damping and a tendency to read higher than true intraventricular pressure (Coroneos et al. 1973) .
All patients having continuous ICP measurement must have arterial blood pressure monitored simultaneously. This should preferably be measured via an indwelling intra-arterial cannula. The modern automatic external blood pressure recorders may be suitable if set to give frequent readings, although the more direct measurement is preferred.
When ICP is being recorded continuously, then therapeutic attempts may be made to control it directly. Every effort is made to maintain CPP in excess of 50-60mmHg if possible. General measures to reduce cerebral oedema will usually be utilized depending on the underlying condition. These measures would normally include the use of fluid restriction and dehydration therapy with mannitol and possibly frusemide to achieve plasma osmolality in excess of 300 mosmol/kg; 0 1985 The Royal Society of Medicine 0141-0768/85/030185-02/$Ol .00/0 paralysis and mechanical ventilation to produce cerebral vasoconstriction by reducing arterial carbon dioxide levels to 3.5-4 kPa (26-30 mmHg); barbiturate therapy utilizing phenobarbitone or thiopentone to control seizures and decrease cerebral metabolism, and frequently steroid therapy such as dexamethasone. During acute pressure spikesin excess of 25-30 mmHgmanual hyperventilation is used and a small bolus dose of mannitol is given if an immediate effect is not seen. Direct removal of CSF may be useful if an intraventricular catheter is in situ.
Care should also be taken in the degree to which these measures are applied in children. Excess fluid restriction may lead to intravascular coagulation especially if plasma osmolality exceeds 320 mosmol/kg. Barbiturate levels should also be measured as the dose response in children is variable, especially in those who may have compromised liver function. Excessive levels can affect neurological signs to the extent that these appear worse than they really are and this obviously has important implications for acute treatment, subsequent management and especially the assessment of prognosis.
ICP monitoring usually has to be continued for several days before pressure spikes and evidence of elevated ICP disappear, which depends on the underlying pathology. When pressure has stabilized the therapeutic manoeuvres should be withdrawn cautiously as rebound can occur. There is no doubt that this treatment can positively affect and often lead to contfol of raised ICP in children in the acute phase of illnesses where this is a complication. The exact role of this intensive treatment and its effect on eventual neurological outcome, particularly in the non-surgical conditions, has yet to be fully evaluated. Careful long-term follow-up studies are therefore still required in order to assess the ultimate prognosis for this group of children 
Counselling in general practice
Within the last 10 years an increasing number of counsellors have been recruited into primary health care teams. This has partly resulted from a desire to treat patients who have anxiety and relationship problems without prescribing tranquillizers. Many doctors feel that they do not have the skills necessary to carry out this work.
Counselling, as carried out in general practice, is not a uniform process. The meaning of the word has changed in history. The word as used by the Pilgrim Fathers on their journey to America on the Mayflower meant 'giving advice' (Milne 1984) . The meaning is now more often defined as 'a process that enables an individual to make his own choices and to live his own life without being more dependent than he wants to be on the decisions of others' (Murgatroyd 1983) . The different forms of counselling have been summarized as: behavioural counselling which is concerned with modifying behaviour from the unacceptable to -the acceptable; humanistic counselling which is concerned with the development of personal growth and human potential; rational-emotive counselling which is concerned with the way in which people worry about being worried; Rogerian counselling which is non-directive counselling, using the attributes of empathy, warmth and genuineness (Garfield & Kurtz 1974) .
As a consequence of these different forms of counselling, those who carry out the process are drawn from different professional backgrounds and have different relationships within the primary health care team. There are several reports of clinical psychologists working as counsellors within general practice using largely behavioural methods (Ives 1979 , Koch 1979 , France & Robson 1982 
